Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

» Complete all entries in accordance with
the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

OMB Nos. 1210-0110
1210-008¢

2019

This Form is Open to Public
Inspection

Part! | Annual Report ldentification Information

01/01/2019 and ending

For calendar plan vear 2019 or fiscal plan year beginning

12/31/2019

A This return/report is for: @ a multiemployer plan

D a DFE (specify)
D the final return/report

D a single-employer plan
|:| the first return/report

D an amended return/report

B This return/report is:

C Ifthe planis a callectively-bargained plan, check here. . .........

[ Form 5558
D special extension (enter description)

D Check box if filing under: D automatic extension

a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

|:| a short plan year return/report (less than 12 months)

D the DFVC program

I Part Il [ Basic Plan Information—enter all requested information

1a Name of plan
HANFORD EMPLOYEE WELFARE TRUST

1b Three-digit plan
number (PN) » 550

1c Effective date of plan
06/29/1987

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

HEWT ADMINISTRATIVE COMMITTEE

HEWT ADMINISTRATIVE COMMITTEE

PO BOX 650, MSIN H3-08 1981 SNYDER

MSIN H3-08

RICHLAND WA 99352-0100 RICHLAND WA 99352-0100

2b Employer Identification
Number (EIN)
91-2017261

2¢ Plan Sponsor's telephone
number
509-372-3323

2d Business code (see -
instructions) ~
562000

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

Gy [Ny ri- o8 heAq /:2 ofr
S:Eibé Plon A d mi4 jot ra oy 09/18/2020 |Elaine Cone
Signature of plan administrator Date Enter name of individual sianing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE (- = - — -
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2019)
v. 190130
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3a Plan administrator's name and address E Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4  Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, [4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
8§  Total number of participants at the beginning of the plan year 5 | 5,519
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PlaN YEAT ............ocoeceeeeeeeeeeeeeeeeeeeeeeeeeeeseeeseeeeeeeseessesersseses e 6a(1) | 5,401
|
a(2) Total number of active participants at the end of the PIAN YEAT ........oveeeeierveerieeeiesieetesseseeseeseee e eeeseeseseeses e eseseeseeeen 6a(2) 5,445
b Retired or separated participants rECEIVING DENEMAS. ..........cciveccviriirere e eir et sese st ecessesecesees eseseseeeesesenese s s ssesseseeeseseenene 6b 72
C Other retired or separated participants entitled to future benefits ... 6¢c - 9
A Subtotal, Add iNES B8(2), BB, NG BC...............eveerereeeereresesseseeeesssessesesseeesesseseeeseesseesssesesssesess e eesseessssessseeseseesesmssesesesrressees 6d 5,517
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoevvirvviiiiie e 6e
T Total. Add INES 6 NG B....oceu.rvrreeeeereriereaatses s st sests s ssrsbssss s s bs s e s ssas s s s ss s ssa s es b s st e bssem et eest s s sssren 6f
g Number of participants with account balances as of the end of the plan year {only defined contribution plans
COMPIELE TS TIEIMY ...v.certereeeeis et et e st e st et eeees st essseesssesss s aessssesss s st sssets e esseses sesesss b e st bt ee bbbt h en e emreenn e sene e 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were :
1885 tAN 100% VESEEA ....ectivireiseuessressessesesessssesensssessssssnsnassaessassessssseasasasssssssasssssmassaensassseesssase seansasassssasassasasssnssersssssstsansesess 6h
7 Enter the total number of employers obligated to contribute to the plan (only muttiemployer plans complete this item)......... 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4I 4L 4Q 4U
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance {1) Insurance
(2) Code section 412(e}(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust {3) Trust
(4) | | General assets of the sponsor 4) {| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) K H (Financial Information)
2 [] I (Financial Information — Small Plan)
(2) [:l MB (Multiemployer Defined Benefit Plan and Certain Money 8 .
Purchase Plan Actuarial Information) - signed by the plan @) @ — A (Insurance Information)
actuary 4) @ C (Service Provider Information)
3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (8) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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| Partill | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the pian year? (See instructions and 29 CFR
2520.101-2.) ovececrveseenerenncrrs oo [ Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... B]Yes D No

11¢ Enter the Receipt Confirmation Code for the 2019 Form M-1 annual report. If the plan was not required to file the 2019 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code 000087009266




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filted under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
t of Lab
Employee BDeer?::tsmgre‘cSrity Ag:ninistrauon b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) D 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

(c) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (g) To
23-1503749 65498 FLX980014 7,809 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
55,716 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

UsI INSURANéE SERVICES NA
1350 TREAT BLVD, SUITE 550

WALNUT CREEK CA 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
55,716 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person o whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2019 Page 3

Partli | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general account at year €nd................c.....ococoovvvvriecrecnnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at yearend ...........................ocoooveeemveecrennn... 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid t0 CAITIET..........o.ovivee ettt ettt et ee e ea et e eees e st e e etensaetesreanenees 6b

€ Premiums due but unpaid at the end 0f the Year.............ccccoii i e e 6c

d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENter aMOUNL. ...........ccoceiiiiiieiii ittt

Specify nature of costs P

e Typeofcontract: (1) D individual policies 2) D group deferred annuity
3) l:l other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here b |:|

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) D deposit administration (2) D immediate participation guarantee

(3) D guaranteed investment (4) I:l other b
b Balance at the nd Of the PrEVIOUS YEA................c..oomeeeeeeeeeeeeeeeeeeeeeeeee e e eeeeeseseemeseeeneeeeeseeeereervesesneees | 7b 0
C  Additions: (1) Contributions deposited during the year.............c.cc.oceevuevrnnnns 7c(1)

(2) Dividends and Credits.............ccoveercerinercinc e
(3) Interest credited during the year ..o
(4) Transferred from separate account....
(5) Other (Specify BElOW) .....ccevereei e
4

(BYTOLAN AAUIONS ..........cecvervrececeeseecece ettt ese s sesesese s saseseesses s ssans st enseesssaneseaesesesaeesnsanasssesssessensssssssnesen e 7c(6) 0
d Total of balance and additions (add fines 7b and 76(B)). ...........c.cvererrrreerimerremreneeree e teete et sees s e eeres [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by Carfier ..............c..ocoevvvueueveveuieereeeeeeernans 7e(2)

(3) Transferred to SEPArate ACCOUNL................oeeveveereseeeeeeeeeeeeeeeereseeressessenes 7e(3)

(4) Other (SPECIFY BBIOW) ..........oeovcereeieeiie st eeeeesese s erese e s 7e(4)

»

(5) TOMAE AEUAUGHONS.......ceovivieiriitietetee ittt ettt s st ea et et eeees s se s e st ebabssesse s s bt se e ebemeeeseeeeeeeneenneeees 0

f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c |:| Vision d @ Life insurance
e I:l Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k I] PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt FECEIVEA..........cccoimrmieicriireri et 9a(1)
(2) Increase (decrease) in amount due but unpaid............c.cceccoeveveveeveennns 9a(2)
(3) Increase (decrease) in unearned premium reserve ............coooceeeeeeen. 9a(3)
(4) EAMNE (1) + (2) = (B))-.rvvvrvvevsssereiemsereeeeseeeeeesesss e soess e seesse oo e seessssssseseseseceseneeeseeseeeeseeeeeeennesss | 9a(4) 0
b Benefit charges (1) ClaiMSs Paid ............cccoveveerereerrierieeee e secesneseseeneens 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ........cccvvvieeieeieiceeecreeee e 9b(2)
(3) Incurred claims (2dd (1) NG (2)) .......oeireirecre s et er et rese b et reresresaesesnsseesebeneeeeneereas 9h(3) 0
(4) ClAIMS ChANGEA .......cceeieieeeieieeie ettt ettt e eteeaestes e se e saeessese st estess sansss et aesteateeesan e saaanenee st eneseeneerennens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...eeeceieiicree e etess sttt st s eseeeresereeans 9¢c(1)(A)
(B) Administrative service or other fees.........ccccoceooevirivrerereceeesseenns 9c(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OthET BXDENSES...........oveeeeereeceiereeeeeeeeeeeeeeeeeseeesseeseesseseeseesesseeees 9¢(1)(D)
(E) TAXES ...ttt ee s st e st b et s e csn e sa st ee e esssbenssrssssrseetens 9c(1)(E)
(F) Charges for risks or other contingencies.............cccecevvrevercesiennnne,s 9c(1)(F)
(G) OhEr rteNtion CRATGES ........e.eveeeeeereeereeeseeersseeressseeeeeeesseess e 9¢(1)(G)
(H) TOa FRLENHON .. ...ttt et et e e sa b ee s e e b s be s s e s e ses st seansatatasessersorne 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were I:] paid in cash, or D credited.)........cc..cc..l 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........ccccoevvevreeeueenennn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN .............c.ccucieiiiiecicree e s s e e e ne 10a 2,238,034

b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount............................ 10b
Specify nature of costs.

LPart Iv | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ Z] Yes E No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
f Lab )
Employee BD:::;LISH ;relt‘,zrity Aganinistration D File as an attachment to Form 5500.
Repsion Bensfit Guaranty Corporetion » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) D 550

C Plan sponsor’s name as shown on line 2a of Form 5500

HEWT ADMINISTRATIVE COMMITTEE

D Employer |dentification Number (EIN)

91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts il and I can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

KATISER PERMANENTE

(c) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b) EIN . A - persons covered at end of
code identification number policy o contract year (f) From (g) To
91-1467158 47055 6966300 5,135 01/01/2019 12/31/201¢9

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

59,797 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
USI INSURANCE SERVICES NA
23216 NE 126th Street
REDMOND WA 98053
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount d) Purpose e) Organization code
g
59,797 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form §500.

Schedule A (Form 5500) 2019
v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partli | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..................o.ooooevvvereveeveerrevecennnnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
D Premiums paid t0 CAMMEr........c.oiecieiiiririeini ettt et sees et e et S - T
€ Premiums due but unpaid at the end of the Year.............occiiii e 6c |
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENLEr AMOUNL. ...........ociiiiiiiiiii et e s sae e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f It contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) I:l immediate participation guarantee
(3) I:l guaranteed investment 4) I:l other P
b Balance at the €nd OF the PIEVIOUS VBT .................ccoooviviiiiieeeeeeeeeee e eeseer s vesseeeeeresoveseeeseneeserseereesreeeesnen l 7b 0
C Additions: (1) Contributions deposited during the year.......................cocc...... 7¢(1)

d Total of balance and additions (add lines 7b and 7¢(6)). .........c.cceveevermrenn..
@ Deductions:

f

(2) Dividends and credits...................
(3) Interest credited during the year

(4) Transferred from SEparate aCCOUNL..............oovuevvrevreeereessseseeeesnseseseeesenns 7c(4)
(5) Other (SPeCIfY DEIOW) ........coovevi et 7¢(5)
4

(B)Total additiONS.......cccevieiee e e e

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmer .................coeveeveveris e 7e(2)
(3) Transferred t0 SEPArate ACCOUNL. ..........coooviivereeeeeeeereeeeeeeeeeesesereeeneeenens 7e(3)
(4) Other (SPECHY BEIOW) «.......co.vveeeiveee et es s 7e(4)
4

(5) TOLAI AEAUCHONS ... ce.ceveeerceeeeeeseeseee o eeese e ctaneseaeses s saese st ssssns s e see s s s s asssees e sses e st erssss s snsssssenssssessesensans e, 7e(5) 0
Balance at the end of the current year (subtract line 7e(5) from line 7d) ...........cccocoviiiiviciniieicceee e I 7f 0
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental c @ Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) f I:I Long-term disability g I:l Supplemental unemployment  h E Prescription drug
i D Stop loss (large deductible) i I:] HMO contract k |:| PPO contract I|:| indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt received..............coiieiinninsccccenenceee e 9a(1)
(2) Increase (decrease) in amount due but unpaid.............cccceevreiriirieenennns 9a(2)
(3) Increase (decrease) in unearned premium reserve .............cccoueeveevennen, 9a(3)
(4) EAMEA (1) + (2) - (3)).r-vvveeeerereeeeveeeereesrmeessesessesessesesssesesseess s seeesesessesseeesesseeeeseeeeeeeeseseeseeeceeeeseensnresereeeeeeees | 9a(4) 0
b Benefit charges (1) ClaIMS PAIG ................ccoevierrrieeieeeerieies et 9b(1)
(2) Increase (decrease) in Claim reSEIVES.........cccceeviueecveeevereeereeeeieieerenad 9b(2)
(3) Incurred claims (add (1) and (2)) . 9b(3) 0
(4) ClaiMS ChAIGEA .......oeevreeee ittt ses e 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...c.evriiierrereseerer et ee e sa et st es e eien s 9c(1)(A)
(B) Administrative service or other fees..............covvvverereervereceeeseeseens 9¢(1)(B)
(C) Other specific acquisition costs .......... | 9e(1)(C)
(D) Other EXPENSES...ccoevrrririieeiieireeeereestee et e e e e eae e 9¢c(1)(D)
(E) TAXES ..ottt st ea e ettt s e ne e e 9c(1XE)
(F) Charges for risks or other CONtINGENGIES.............eeeevreerrrererereeesens 9c(1)(F)
(G) Other retention GhAIGES ................ccoovreeveeeerreeeeereseseseereeeser s 9c(1)(G)
(H) TOAI FELENEON ...ttt s et aase bbbt et e ae s e bbb et sas b enssen s esessrns e serneeaetntnsens 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or l:l credited.}.......cccceenneen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FBSEIVES ......iveuretieerecrerneesetet sttt st esstste s ebeeasetesea s seaeases et s e s s teasesannsnsnsesesesebsbans e seaserssnes eeesassssessen 9d(2)
(3) OhBI FESEIVES........coeviee et ettt eee e e st ee s s se e seesseseeen s ansesemas s sssessestesseasssansseesetessbosseessn 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........ccccocevrvnennnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAMTIEE ...............cceivvieeeniereeeeec e eeetesisr ettt eeeereeenn 10a 36,170,327
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount...............ccccocoueeee 10b

Specify nature of costs.

| PartIV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes @ No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employes B:::ﬁu EZCL’W Az:ninistration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2019

This Form is Open to Public

Inspection

For calendar plan year 2019 or fiscal plan year beginning

01/01/2019

and ending 12/31/2019

A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) N 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261
Part| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

Approximate number of Policy or contract year
c) NAIC (d) Contract or ()
(b) EIN ( . A persons covered at end of
code identification number policy or contract year (f) From {g) To
23-1503749 65498 0K980022 4,987 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

9,491

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

USI INSURANCE SERVICES NA
1350 TREAT BLVD, SUITE 550

WALNUT CREEK CA 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
9,491 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

{b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
/
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid () Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2019 Page 3

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end.................c.cooooevvvecereeeereoene. 4
5 Current value of plan’s interest under this contract in separate accounts at year end ....................occocoeoeueveeeveeverrenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Pait 10 CITIEN......c..ooviiiieieeic ettt ees e e et e et e eeee e ee e eves e eseeeeneeseeeesneeens 6b

€ Premiums due but unpaid at the end Of the YET..............cccceiiiiiiecc ettt ne e 6¢

d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENtEr AMOUNL. .........c.coic ittt

Specify nature of costs P

e Type of contract: (1) [I individual policies (2) D group deferred annuity
(3) [] other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: 1 D deposit administration 2) |:| immediate participation guarantee
(3) I:l guaranteed investment (4) D other P
b Balance atthe end Of the PrEVIOUS YA .............ceveeveeieceecerseeeeeet st eaeeteeeeeesesseneassesasesseenssssessssessssasssen s nssssnens [ 7b
C Additions: (1) Contributions deposited during the year............c..coceeevevevevennns 7c(1)
(2) DivIdENdS AN CREAILS .......eceeveeveeeeeeeeireee e eeeeeeeeerae e e oo e ess s ereseeeeee 7¢c(2)
(3) Interest credited during the YEar ...........ccevueeeeeeeeeeieiiereieeeeeeeeeeeee ) 7¢(3)
(4) Transferred from separate aCCOUNL............c..ccoveverueuerereeeeieeeeeeeeeses e 7c(4)
(5) Other (specify below) 7¢c(5)
»
(B)TOLAI BUAIHONS. ... eevocerereceereet sttt st bbb s s s s b ssas st st be s bbb n s et s bt es b st bt e eeeaneans 7¢(6)
d Total of balance and additions (add NS 7B aNA 7E(6)). ........ocveevvereeeecieieereeeseeeecee et eeeessesseeseeeeeereneeeees | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made by CAIMTIET ............oveveeeeereeeeeeeerereeeeeseeeeeenees 7e(2)
(3) Transferred to SEPArate @CCOUNL............c.ovviveeeeeeeeeeeeeeeeeresees e eesreeesesneseeees 7e(3)
(4) Other (SPECIfY BEIOW) ........coveeiei ettt 7e(4)
»
(5) TOtal AEAUCHONS ..ot e e e e et e enereeeeeeneneeeen s ... 1e(5)
f Balance at the end of the current year (subtract ine 7e(5) from IN€ 7d) .............cooveveeveveeereerrereeereesreeereereesensenens | 7f




Schedule A (Form 5500) 2019 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c |:| Vision d EI Life insurance
e |:| Temporary disability (accident and sickness) f D Long-term disability g |:| Supplemental unemployment  h I:l Prescription drug
i I___l Stop loss (large deductible) i |:| HMO contract k D PPO contract ID Indemnity contract

m [ | Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received............coceiiiiiieiii et
(2) Increase (decrease) in amount due but unpaid..........c..oceeeviiiiieennnns
(3) Increase (decrease) in uneamed premium reserve ... il
(4) EAMNE (1) + (2) = (B))--rmevvereeereeeeeeeeeeese e seeeseee e ees s eeesseeeesees e eeeseeseeeeeeeeeeeseesereesesseeseeseesesseeeeseeeeeereeeoe | 9a(4) 0
b Benefit charges (1) Claims PaId...............cooceevviirrieeeiereeeee e
(2) Increase (decrease) in claim reserves..........cccoocecr ey
(3) Incurred claims (A0 (1) NG (2)) ..cccovoirereirice ettt se st saese e eeeneeeeeeeseeeeneensreseesensenesrea 9b(3) 0
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .....c.cvveeerererieenieree, 9¢c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other SPecific ACQUISIION COSES .........e.veree s ree s eeseeeereeesene e 9c(1)(C)
(D) Other @XPENSES. .....c.coveevereeeeetreeeteieeeeteetesteeresteseeeeetsane e eeeeesee e ene s 9¢(1)(D)
{E) TAXES cueoveeeerrescerieeriaaseeseiesaesveseaseessassestessassessetessanesssesnssssresseneonn 9c(1ME)
(F) Charges for risks or other contingencies... | 9c(1)(F)
(G) Other retention Charges ..............cceeevve v e 9¢(1)(G)
(H) TOLI FELEMEON .......cvereeecrcrreere s crt ettt et se st s se s an s s esenan e s oot es st sensseree 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).................... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................. 9d(1)
{2) ClAIM FESEIVES ......coeeeeittetetetc ettt tee et e ettt et a s e s e s st s et et et et es e e et as st st etabe st tessmssenenensnasana 9d(2)
(B) OtNET TESEIVES.....c.ecireeireeiieteretese et ettt esseaeseessseebseebetesbesesesaese et abe s sbeseae s anbaseae et essassare s ens st stnsssessenssaonnas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).............c.ccccvvnne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscriplion charges paid t0 CAMTIET ............c..oerveveriereerreee e res et eresase st ss st ee e 10a 94,908
b  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.............c..ooeuen.... 10b

Specify nature of costs.

[ Part IV [ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A7 ............ ﬂ Yes No

12 I the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
D f Lab
Employee aﬁﬁﬁﬁ'}s"'é?cﬁmy Ag:ninistration P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) b 550
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

(¢) NAIC (d) Contract o (e) Approximate number of Policy or contract year
(b} EIN . e persons covered at end of
code identification number policy or contract year () From (g) To
23-1503749 65498 OK980033 3,594 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
38,515 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

USI INSURANCE SERVICES NA
1350 TREAT BLVD, SUITE 550

WALNUT CREEK ca 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
38,515 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {(e)
(b) Amount of sales and base Qrganization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2019 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end................oooveveeveiveeoreeeereneennne. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Paid 10 CAMIET.........c..ooveeeeeeeeeeee ettt eee et eeeeee e eeese s ee e eeeeeeseee s eeenesesseneen s essene et eeasranasen 6b
C  Premiums due but unpaid at the end of the year . 6c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @amOouUnt. ...
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the end of the PIEVIOUS YEAN................cc.vueevueeereeeeeeieeaeeeieeesteeesaeeeesesseeetoe s eeeeseeeeeseeseseeeeeeeneneeen [ 7h
C  Additions: (1) Contributions deposited during the year..........ccoceeeeevvvvevnene. 7c(1)
(2) DIVIAENS @NG CTEAIS ..........ececereerreree oo ereeenesreseeseeseseseseeseneseereeed 7¢(2)
(3) Interest credited during the YEar...............ccocvveieieeeceeeeet e er e 7c(3)
(4) Transferred from separate aCCOUNt.................c.covveiiieeeceeeeeseeeeeeeeeeaeeees 7c(4)
(5) Other (SPeCify BEIOW) ......c..vovveveeeiieeeevierier et 7¢(5)
4
(BYTOLAI AUAIONS..........eocvevececetecee ettt eesteea st eese s sees et et sssesssemssnssassabensses st et s s baseer st ememeesneeeseeeneeeseeeemseenrs 7¢(6)
d Total of balance and additions (add iNES 7B aNd 7C(B)). ...........c.cveureeeeeeieeeeeeeor et ereeeeesee s eeeseereeeseeenseesaes | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by GAITIET ..............occceiiiereeiereee e e 7e(2)
(3) Transferred t0 SEPArAte ACCOUNT.........overvreeeeeeereeeseeeeeeeereeeesereeereraeaneneed 7e(3)
(4) Other (SPECITY DBIOW) ........c.cvoveieieeeceeeeceeeeee e ese et 7e(4)
>
(5) TOAI AEAUCHONS .. .....cvureriaeetrrieter e sess e ses s e bt bt st s s e et et saessae s s ensesssaess s ensnss st enassenassanassanantass 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from N 7d) ..........c...oeevverreeveereverrsenrseeeeeesesenenee. | 7t




Schedule A (Form 5500) 2019 Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c D Vision d E Life insurance
e D Temporary disability (accident and sickness)  f I:I Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract | |:| Indemnity contract

m [] Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE rECEIVEM............ooiiieiciree et 9a(1)
(2) Increase (decrease) in amount due but unpaid...............cc.ccooeveveeeuenn.e. 9a(2)
(3) Increase (decrease) in unearned premium reserve ... | 9a(3)
(4) EMEd ({1) + (2) = (B))creeeeerreereerrerieuinieseseresiete it s esa et ebe st ebess e saebe e teabeesebebeneeseneseesensasesesesnsasenensensssseonen ] 9a(4) 0
b Benefit charges (1) Claims paid............ccccoeueveeeeveeuereceereeeeeeeees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccccceveviveieiene i 9b(2)
(3) Incurred claims (add (1) NG (2)) ....ccvormrrrreiirie ettt ettt e eets v st aesr e e e e e ba e sre et eebenesnras 9b(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......eoeeveeeeeeeee e e 9C(1)(A)
(B) Administrative service or other fees 9¢c(1)(B)
(C) Other SPEcific ACQUISIION COSES ... ve.vreeeeeeereeeeeereeseeeeeseeseeesesseenens 9c¢(1)(C)
(D) Other EXPENSES.......cciceiiiriiieeieieie ettt see e e enes 9c(1)(D)
(E) TAXES .....veiieceeie et ste et ete st e e et sse s e enesbe et esenenaeeneea 9¢(1)(E)
(F) Charges for risks or other contingencies.... ...| 9c(1)(F)
(G) Other retention Charges .............cccccceeiciiniiiiii e 9c(1)(G)
(H) Total retention 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were [] paid in cash, or I:I credited.) ..o 9c¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
{2) ClAIM TBSEIVES .. .eeeiiieeeriesieeee e et eiete et er et ceseetesteesas et esbeesatesaeesseseeaee st aasees s e s aae e eeean et ensennserssessssesereaesaeon 9d(2)
(3) OtNET TESEIVES....c.vuecvcirt et sttt s e s s st a e e ss s ee s e s e s b ee et e e s e s s s ek ebebas e s ntssnns 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in fine 9¢(2).)...........ccccccveevnenen.... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAMIEr .............c.ic.evvvieiieeieceieiee et ee et ee e ere s e ereeeneaaes 10a 385,156
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............coceevvuenen.. 10b

Specify nature of costs.

| PartlV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ 1—| Yes No

12 If the answer to line 11 is "Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 12100110
{(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 9
Depart f Lab
Employee Benis. gre“cﬁrity Adrministration b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) > 550

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HEWT ADMINISTRATIVE COMMITTEE 91-2017261
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
23-1503749 65498 LK960119 5,016 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
61,738 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

USI INSURANCE SERVICES NA
1350 TREAT BLVD, SUITE 550

WALNUT CREEK CAa 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
61,738 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid
(d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid (c) Amount

Schedule A (Form 5500) 2019

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2019 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end.....................c..cocoovververevcrereenn. 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............coc.ooevecuvveurveeeeeveeeevnnee.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId 10 CAITIET.......c....eveeeeeeecee ettt ettt eee s en e eee s s eeeeesseesaes e en e e aesseneseseeeneneens 6b

C  Premiums due but unpaid at the end of the YEar.............ccviiir e 6¢c

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. ...........c.oooiiii i e et

Specify nature of costs P

e Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) D deposit administration @) I:I immediate participation guarantee

(3) D guaranteed investment (4) |:| other b
b Balance at the end of the PreVIOUS YEAT..............cocuevieeuieeeeeeeeeeeeeer oo eeeeeeseeeereereeseeebereseesesareseessesssasasessessssssasses | 7b
C  Additions: (1) Contributions deposited during the year................c.cccocvonnne., 7c(1)

(2) Dividends and Credits ..o e
(3) Interest credited during the year ...............

(4) Transferred from separate account
{5) Other (specify BelOW) .........coovi it et

>
(BYTOMAI AAUIIONS..........eocecriici ettt et b b sttt ae ettt b e bt ba s et e st snnes 7¢c(6)
d Total of balance and additions (add liNes 7b @Nd TC(B)). ..........c.ecveveevrmrrereereesenseneeseeseses s seseesess s insassseensneas J 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by Carmier ................o.ccooveeeeoreeeeeeeeeeeeeeed 7e(2)
(3) Transferred to SEParate aCCOUNL.................cocovcveereeiiee s eers s s 7e(3)
(4) Other (SPECIfy DEIOW) ..........cveveeeeeeeeeeeee et 7e(4)
4

(5) Total dedUCHIONS...........ccceeimiiiiiee e st

f Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2019

Page 4

Part il

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s);
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision)
e E] Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m D Other (specify) P

b D Dental
f [] Long-term disability
i D HMO contract

(4 D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

| |:| Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received..............cccoceienieiiennnnne
(2) Increase (decrease) in amount due but unpaid........

(3) Increase (decrease) in unearned premium reserve .

(4) EArn@d ({1) 4 (2) = (B))--coveereereeieereriireeeesesere e e e sbeetsninas et e e s eaeeteseestesee s eeseereeseneessesessenseseesensaneesssseeneennnsns 9a(4) 0
b Benefit charges (1) Claims Paid ...........ccovviiiverorrieeereeeeeeeeeeee e eesee
(2) Increase (decrease) in Claim rESEIVES .........cceveevveeveeereeeeeeeere e
(3) Incurred claims (Add (1) AN (2)) ...c..cvoeeiie et ee e ee e e eeeeraneeeeaen 9b(3) 0
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMMISSIONS .....c.cvcvveeeeieieeernnae | 9¢c(1){A)
(B) Administrative service or other fees 9¢{1)(B)
(C) Other specific acquisition COSS ...........ccooovveviiciriiicceeeee e 9c(1)(C)
(D) ONET EXPENSES........... oo eeeesee s reseeeeseeeseseseseeese v ressseeseeneereen 9¢(1)(D)
(=3 BLE: b L TSRO USUSR SOOI 9c(1)E)
(F) Charges for risks or other contingencies............ccccccccoeviiicinnn... 9¢(1)(F)
(G) Other retention charges .............ccoceeovvieeee e 9¢(1)(G)
(H) Total retention 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).........ccceeenn. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIT TESEIVES .....e.veiviviietieiiee et etcereae st e st e e teseesasaes s e sesba e sesbe e st sbe e ssess s et banaemenenesssreestesennesnnenenaeeaeneenes 9d(2)
(3) OtNEI IESBIVES.....c.cuteticii ettt e e s et et s s et es b e e s ann 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cccoevenveeenne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMTIEN ............cccveeieveeeeeeeeee ettt see e 10a 3,060,356
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount.................cc.oc....... 10b

Specify nature of costs.

| PartIV | Provision of Information

11 Did the insurance company fail to provide any information

necessary to complete Schedule A? ............

D Yes

EI!NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
{(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
Department of Lab .
Employee B:r:):ﬁtsmggcgrity Ag:ninistration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

WILLAMETTE DENTAL, INC.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . 4 " persons covered at end of
code identification number policy or contract year (f) From (@) To
91-1702099 47050 7148 1,509 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
63,527 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

USI INSURANCE SERVICES NA
1350 TREAT BLVD, SUITE 550

WALNUT CREEK ca 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
63,527 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130



Schedule A (Form 5500) 2019 Page 2 —| ]

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base QOrganization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid () Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2019 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year €N ..o 4
5 Current value of plan’s interest under this contract in separate accounts at yearend .... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid (0 CAITIEE........c.uevuereectceeeseceeeteee e tteeee e eeeeeee e ee e et eeeseeseee e eesees s eesees s eessees s e s 6b
C  Premiums due but unpaid at the end of the year . 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POliCY, ENTEr AMOUNL. ............oooiiiiiii e eeee e eee et et eeeeeseaeans
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b
b Balance at the end of the PrEVIOUS YEAI................c..oveveeeeeeeeeeeeee e eeeeeeeeeseseeeesser s eeeeeees e et oo e eeeees et ‘ 7b 0
C  Additions: (1) Contributions deposited during the year............c..cocoeveeveennnnn. 7c(1)
(2) Dividends and credifs ...........coocorieimienniininre e
(3) Interest credited during the year.....
(4) Transferred from separate account
(5) Other (SPecify BEIOW) ........oovvveiieeire e
4
(B)TOMAI AAAHIONS......coveveeecee ettt ettt ee et ettt et en e e e en e st eeeesensseeeeeeetseeneneseatanensensserasern 7¢(6) 0
d Total of balance and additions (2dd iNES 7h AN TC(6)). ........ceeereeeereereeee e eeeeeeeeese s eeeseee e e s s ses e eees e [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier .........ccccvovemveeeceeeeeee e 7e(2)
(3) Transferred to SEPArate @CCOUNL............coovvvevvevereceeeeeeeeeeeee e 7e(3)
(4) Other (SPECITY DEIOW) ......vvveeeerieieerieeiie et 7e(4)
»
(5) TOMBI AEUUCHONS ...ttt etee ettt vs e tes et ee e e e ee b e e ee s s sesenansseeeeeeasanssennenassrseses e 7e(5) 0
f Balance at the end of the current year (subtract ling 7€{5) oM iNE 7d) ...........c..rvereeerreerererreereessesseesssessesressnes | 7f 0




Schedule A (Form 5500) 2019 Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type {check all applicable boxes)
a D Health (other than dental or vision) b E Dental [ D Vision

i D Stop loss (large deductible) j D HMO contract kl:l PPO contract

m D Other (specify) P

d D Life insurance

e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h |:| Prescription drug
ID Indemnity contract

9 Experience-rated contracts:

@ Premiums: (1) AMOUNE TECEIVEM...........coeerieiririeerrrie e seneenen 9a(1)
(2) Increase (decrease) in amount due but unpaid...............ccccoeeveeireennnn. 9a(2)
(3) Increase (decrease) in unearned premium reserve ..............coccceevevnee, 9a(3)
C LT KL T v T ) NSO T | 9a(4) 0
b Benefit charges (1) Claims paid............cocooveceviveveeecreeeeeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ................ccocveeeieeveesisse s 9b(2)
(3) Incurred claims (Add (1) QNG (2)) ...cocceriieeeec ettt se sttt r e re st st eea e re e b s s eneas 9b(3) 0
(4) Claims CRAIGEA .........coviriri ittt ceer st sceca e st s e e st et sae b et s s et et e s e ssansesetebas et e nbntesssensraass 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS ..c.cceeniiiriet ittt ee et v s er e e 9¢c(1)(A)
(B) Administrative service or other fees. .| 9¢{1}B)
(C) Other specific acquiSItion COSES ..........ceeveeeeveieiee e 9c(1)(C)
(D) OtNET BXPENSES...........ceeeereeeeeeerees e eseeseeeeseeeeseaeeseseeesees e sscessseennons 9¢(1)(D)
(E) TAXES ... eeees e eeeanereses s seseseeessees e s ereneseesensemnens 9c(1)E)
(F) Charges for risks or other contingencies.................cccooovevvevernnnnee. 9c(1)(F)
(G) Other retention CHAIGES ...........oceoveereeeresreeseeesereeeeeseeeseeeeemsresren s 9c(1)(G)
L) I L L= =Yy 1 OO OO 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) ..o 9¢(2) '
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .| 8d(1)
(2) ClAIM TESEIVES .......cueiuiieeueuiuriec et e atete e etse st etasssess st ssbebebebababe sessesesetasbetesessensassabesesetensbenenssasannnna 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cccceeevveuennn.e. 9e¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier............ccc.oooeceeiiiiecece e e 10a 2,117,560
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount................ccouu....... 10b

Specify nature of costs.

| Partlv | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............

D Yes @ No

12 Ifthe answer o line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information I N, 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
interal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
Department of Labor

Employee Benefits Security Administration

) File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103(a)(2).

Inspection

For calendar plan year 2019 or fiscal plan year beginning

01/01/2019

and ending 12/31/2019

A Name of plan
HANFORD EMPLOYEE WELFARE TRUST

B Three-digit

plan number (PN) 4 550

C Plan sponsor's name as shown on line 2a of Form 5500

HEWT ADMINISTRATIVE COMMITTEE

D Employer Identification Number (EIN)

91-2017261

Part| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and 11l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (g) To
23-1503749 65498 ABLS80009 4,987 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in fine 3 the agents, brokers, and other persons in

descending order of the amount paid.

{a) Total amount of commissions paid

(b) Total amount of fees paid

194 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
USI INSURANCE SERVICES NA
1350 TREAT BLVD, SUITE 550
WALNUT CREEK CA 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
194 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2019
v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code




Schedule A (Form 5500) 2019 Page 3

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end................c.ocooveveveveveverererennenae. 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..................ccocevvveveveverenreenenennn... 5

6 Contracts With Allocated Funds:
a  State the basis of premium rates P

D Premiums paid t0 CATIEI.............c.eveviveieteteectctecc et ebe et e et e et e ettt e st e et s et et ete st et et seeteb et et eaet et bearaeseassssaneseren 6b

C  Premiums due but unpaid at the end of the year.............cco s 6c

d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter aMOUNL. ...........c.cooiiiiiiri et

Specify nature of costs P

e Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) l:l other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment “4) D other »
b Balance at the @nd of the PrEVIOUS YEAT.................c.c.ovvvivovevereeeeeeeeeeeeeeeeeeeeeeeeteeeeee et eev e veensesrsaesseesensnenans l 7b
C Additions: (1) Contributions deposited during the year..............c..ccccocveureenvs 7¢(1)
(2) Dividends and credits ............c.ocovrceveerseerereesssssenens ] 7¢(2)
(3) Interest credited dUring the YEAT ............oooieeeveeeeeeeeeeeeeeee oo es e 7¢(3)
(4) Transferred from SEParate ACCOUNL...............ccocreeereeeeeeeereeseereeverssesed 7c(4)
(5) Other (SPCITY DEIOW) .......ooovrvevveeeeees ettt 7¢(5)
b
(B)TOAI AUGIEIONS.........vvorivrneerenesisiereessssseserssssensersese s enses st eeseebs e s b s e snes s enseebs e en b b ee b bass st ens st en s b enbens e, 7¢(6)
d Total of balance and additions (add lines 7b and 7C(B)). .......c...coveeermeeemeeceeeeeeeeeeese e v evees et ] 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by Carfier ...............cc...cooieeeeeeeieeereeeeeeeeen 7e(2)

(3) Transferred t0 SEPArate ACCOUML........c..cocrvvcereerren e cerereeeseeseeaneeeeseesned 7e(3)

(4) Other (SPECITY BRIOW) .........ereereeeeciareeeereieriece st seeesesseenesaesiseen 7e(4)

4

(5) TOLAI QEOUGCHONS .. ... ceeoeceeeaeetseteereereeeeaees s eeeesesesses e s ees e easees e atsee s e s eesee e eesse s esEeatebos s eees b eebeeseeanaebnsnsnay 7e(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d) ...........c.cccccvuvevrvrmercrersieieieerieeeeiernas [ 7f




Schedule A (Form 5500) 2019 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c D Vision d @ Life insurance
e |:| Temporary disability (accident and sickness) f I:] Long-term disability g D Supplemental unemployment h |:| Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract kD PPO contract ID Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCaIVEd...........ccuviviiiicicircrneccc ey 9a(1)
(2) Increase (decrease) in amount due but unpaid.............ccoceevrreerrerrernnnnd 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccccceeeverevunnd 9a(3)
(4) EAINEA ((1) + (2) = (B))veveceveerereeereeeeeseeeeeeseeeseeseeseseeseesseeeeeessseseeeesesssseseseseesesesereeseeeseceeeeserereeeereesseeserenecees | 9a(4) 0
b Benefit charges (1) CIAIMS Paid .........cc.ccecveuriveieriirereernece s ceseeeee e 9b(1)
(2) Increase (decrease) in Claim reSEIVES .......ococcceeieeeieiniieeevaie e 9b(2)
(3) Incurred claims (add (1) and (2)) .. ... 9b(3) 0
(4) Claims CRANGEA ......cvveeieeieeirreere ettt s st re e e ss s e eseeveens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....voceeeieeeire ettt st ses s snanssnnens 9c(1)(A)
(B) Administrative service or Other fees............oovvrvereereesieseseeeeeeeena 9¢{1)(B)
(C) Other specific acquisition costs ... 9¢(1}(C)
(D) Other @XPEMNSES........cccceeeeeeeeerritieeriesrerrreereseasseestesteeaseesresnesanns 9c(1)(D)
(E) TAXES v oneeeveeceeeeete et e st eeeetesteaeereebeerseseesesbestebeersesessensnane 9¢(1)(E)
(F) Charges for risks or other contingenGIes...........cccveeeeerrerveveersreneeanns 9c(1)(F)
(G) Other retention CRAIGES ...............ceovveevverereeereseseeeseeeeseeseresesereeend 9¢c(1)(G)
(H) TOAI FEIENHON ...ttt ettt e et et et vt se b e ebe st asbeereessebeeseresresneessanesaesereeeaens 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orD credited.).....coooveennnen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAITI FESEIVES .....o.ovrriiirieeceeeece e eseeeeetses s es aeses s e e anae e snaas st b et es b s e an s e s snsss e tanessms b ssntesssness s ssesensseeaen 9d(2)
(B) OHNET MBSEIVES......eceiuiiereeiei et sttt e eae s ea s es e s e b e see £ re s e ee e et e £ e 2 heacaeE et e b e s eaeaeae bt ee e ee et abesanenesbanssnanan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........c....cccovvvvennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMMIEN ............ccvicieeiee e ceeene e 10a 1,939
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............ccceeeu...... 10b

Specify nature of costs.

| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes @ No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. b




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

) File as an attachment to Form 5500.

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» Insurance companies are required to provide the information

OMB No. 1210-0110

2019

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) > 550

C Plan sponsor's name as shown on line 2a of Form 5500

HEWT ADMINISTRATIVE COMMITTEE

D Employer Identification Number (EIN)

91-2017261

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier

KAISER PERMANENTE

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
{b) EIN ( , e persons covered at end of
code identification number policy or contract year (f) From (g) To
91-1467158 47055 6813500 5,771 01/01/2019 12/31/2019

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

76,770

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

USI INSURANCE SERVICES NA
23216 NE 126TH STREET

REDMOND WA 98053
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
76,770 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2019
v. 190130

(e) Organization code
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid ~ {e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part I | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan's interest under this contract in separate accounts at year end ..................ocooovueeeereeeeeeereeeanne. 5
‘6 Contracts With Allocated Funds:
a State the basis of premium rates »
D Premiums PRIA 0 CAITIEN..........c.cvovoeice ettt ettt et et e e s enes e eeeeseemeeansest eenene et seeeaneen 6b
C Premiums due but unpaid at the end of the year 6¢c
d  [fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, @nter AMOUNL. ............cocoiiiiiiiiiie et ee e e e e e
Specify nature of costs P
e Typeof contract: (1) D individual policies (2) D group deferred annuity
(3) I:l other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4) |:| other P
b Balance atthe end 0Fthe PrEVIOUS YEQT...................coovueoeeeeeeeeeeeeeeeeeeeeeeeee e eeeeeeee e eeeeeenereeeseneesseneesesteeeeneeesereseeens I 7b
C  Additions: (1) Contributions deposited during the year............c..cococeevevvrernne. 7c(1)
(2) Dividends and credits ................ccoeevrieeeriennnnnns .. Tc(2)
(3) Interest credited during the YEar.............c..eveveeuimrieeeieeeee e eeeer e 7¢(3)
(4) Transferred from separate aCCOUNL...............cccceeecrievinseccenssee e sened 7c(4)
(5) Other (SPECIfY DEIOW) ........eveveviceereece et see e s s et 7¢(9)
4
(BYTOLAl @AAIEONS.........ovvoeves ittt ecs ettt eeee e et eee e teness e sses s ens s ses b st enssens s s s nsasssss s s e 7¢(6)
d Total of balance and additions (add iNes 7b and TC(B)). ............cocvuuevimemmeeeeeeeeeeeeeeeeeeeee et eee e eseee e [ 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ...............c..ocevereevieeeeeeeeeieerieeeneeeas 7e(2)
(3) Transferred to SEPArate ACCOUNL..............ccccoeuervreivineireeeeeseseerernsenesnseenes Te(3)
(4) Other (SPECITY DEIOW) .....o..voveeeereeeee e sn e eess v eees 7e(4)
4
(5) TOLAI QEUUCHONS.......cvoceeveeereeece et c e es e es e eeeee e e e e eeeeeesmasseeseeeseeeseseeesesesesesaresseseesseeseeneenssen 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from liNe 7d) ................coveeeeeeeeeeeeeees e I 7f
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Part Il

Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a El Health (other than dental or vision)
e D Temporary disability (accident and sickness)
i I:l Stop loss (large deductible)
m |:| Other (specify) P

b D Dental
f D Long-term disability
i D HMO contract

C E Vision

k I:I PPO contract

d D Life insurance

g D Supplemental unemployment  h @ Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVED..........covimiriticicere s 9a(1)
(2) Increase (decrease) in amount due but unpaid............c.cccceceeeeerreerennnne 9a(2)
(3) Increase (decrease) in unearned premium reserve .........oc.cccoeeeennnne, 9a(3)
(4) EAMEA ({1) F (2) = ()] rerveeererraireirertrieiiesteeteresasesssesaeessebeseessaseesaessesessassassansessanssasanaaneeasssenssansessransssennene | 9a(4) 0
b Benefit charges (1) Claims pPaid............ccveevveeeeecieeieeeerien e 9b(1)
(2) Increase (decrease) in Claim reSEIVES ...........ccecevrveveverve e ese s 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) ClRIMS CRAPGEM .....eeeieieeereeieeee ettt ettt eb e b ns 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ..vvvvevevereirrereieeeeeeee e e sesesreseseseesesteereressenesssrenesssesrens 9c(1)(A)
(B) Administrative service or other fees..........co.coeovcernnccnienencrecc e 9¢c(1)(B)
(C) Other specific acquisition COStS ...........cccceeveiiriciiene e 9¢(1)(C)
(D) OthEr @XPENSES......cevceevvvveereieeraeveesessessessessesesssessssnsassessensasses s 9¢(1)(D)
[ S U | 9c(I(E)
(F) Charges for risks or other contingencies..............cccccoocvveinrnnnncend 9¢(1)(F)
(G) Other retention charges ..........c.ccccoooiiieniiii e 9¢(1)(G)
LR IS =, G115 2 T 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were [:l paid in cash, or D credited.)......cccoeennenn 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES .....eoueuieeeeeeteteseee et e teeae e teaes et b ebeb e st s sss st et ebebebebassessetesebeteses s seasasasasseebeanssrassensasannannsnas 9d(2)
(3) OUNET TESEIVES. ......covevireteiesieriie v sirtst et esseseseses et sresesse e s ases s atesenseses s ese seaseseabeneeses b et enn e e s seaeaneans et esenensan 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMET ............c.ocveeieeeeireeeeeee et e ree e e 10a 41,952,304
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...............cccvoeneeee 10b

Specify nature of costs.

| PartlV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............

D Yes

ENO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE C Service Provider Information OMB No. 1210-0110
{Form 5500) 2019
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 0
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
D of Lab: .
Employee B:r?:#tg:tcurity Administration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) > 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

| Partl | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)............. D Yes @ No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2019
v. 190130
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( b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person wha provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

UNITED HEALTH CARE INSURANCE CO.

36-2739571

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
i2 (f). If none, enter -0-.
49
NONE
Yes[l No@ YesD Nol:l YesD NoD
831,569
{(a) Enter name and EIN or address (see instructions)
WASHINGTON DENTAL 91-0621480
(b) (c) (d) (e) () g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

12

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answered “Yes" to element
(f). If none, enter -0-
NONE
Yesl_—_l No Yes[l Nol:l YesD Nol:l
269,313

(a) Enter name and EIN or address (see instructions)

CONNECTICUT GENERAL LIFE INSURANCE 06-0303370
(b) (c) (d) (e} U] (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

12

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-

formula instead of
an amount or
estimated amount?

NONE

224,892

Yes D No El

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

DAVIS WRIGHT TREMAINE

91-0839480

(b) (c) (d) (e) g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
29 (f. If none, enter -0-
NONE
Yesl:l Nogl Yes[l NoD YesD NOD
148,778

(a) Enter name and EIN or address (see instructions)
MERCER 13-2834414

(b) (c) (d) (e) (U] g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. ather than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
11 answered “Yes” to element
(f). If none, enter -0-
NONE
YesD No@ YesD No|:| YesD NoD
74,998

(a) Enter name and EIN or address (see instructions)
MOSS ADAMS LLP 91-0189318

(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
10 answered “Yes” to element

(f). If none, enter -0-.

NONE

22,500

Yes D No @

Yes |:| No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

CONEXIS 20-0198855
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
12 (f). If none, enter -0-
NONE
Yes[l NOB] YesD NoD YesD No|:|
22,008
(a) Enter name and EIN or address (see instructions)
EXPRESS SCRIPTS 41-1627938
(b) (c) (d) (e) g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
i2 answered “Yes” to element
(f). If none, enter -0-
NONE
Yesl:l NoEl Yesl:l No|:| Yes|:| NoD
16,318
{a) Enter name and EIN or address (see instructions)
SPECTERA 36-2739571
(b) (c) (d) (e) f (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

12

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

NONE

7,325

Yes D No @

Yes D No |:|

Yes D No D
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| Partl | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(&) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

{b) Service Codes
(see instructions)

{c) Enter amount of indirect
compensation

(d} Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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( Partll | Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: b EIN:

€  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d  Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

2019

P File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) > 550

C Plan sponsor's name as shown on line 2a of Form 5500

HEWT ADMINISTRATIVE COMMITTEE

D Employer Identification Number (EIN)

91-2017261

FPart I ]Tsset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete fines 1b(1), 1b(2), 1¢(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets

(a) Beginning of Year

(b) End of Year

a Total noninterest-bearing cash .......
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions...........
(2) Participant contributions.........
(3) Other......ccoveiiis

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit)........ccoocvrcereevnnnnee.

{2) U.S. Government securities
(3) Corporate debt instruments (other than employer securities):

(A) Preferred ...

(B) Allother.......ccccvvrinnnnn.

(4) Corporate stocks (other than employer securities):
(A) Preferred ..........cccceeeaee

(B) Common.......ccccoceerrnnaen.

(5) Partnership/joint venture interests
(6) Real estate (other than employer real property)
(7) Loans (other than to participants)
(8) Participant loans.....................
(9) Value of interest in common/collective trusts ............cccoceevrcnrnenennne
(10) Value of interest in pooled separate accounts ...........ccccccoeivneiiiienniennnes
(11) Value of interest in master trust investment accounts ...

(12) Value of interest in 103-12 investment entities...............cccccoon.

{13} Value of interest in registered investment companies (e.g., mutual
funds)....cooooeie,

(14) Value of funds held in insurance company general account (unallocated

contracts)..

{(15) Other.......coovviiiiies

............................................................... 1a

0 9,222

1b(1)

826,062

6,572,157

1b(2)

1b(3)

159,066

4,281,119

1c(1)

1¢(2)

1¢(3)}(A)

1c(3)(B)

1c(4)(A)

1¢(4)(B)

1¢(5)

1c(6)

1¢(7)

1¢(8)

1¢(9)

1¢(10)

1¢(11)

1¢(12)

16(13)

1c(14)

1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule H (Form 5500) 2019
v. 190130
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1d

= > @«

(S

Employer-related investments: (a) Beginning of Year (b) End of Year

(1) EMPIOYEr SECUMHES .......cvoeeeececrcritieei e ettt b s bt 1d(1)

(2) Employer real property 1d(2)

€ Buildings and other property used in plan operation ............ccccccovvvvieeiienns 1e 31,723 32,314

Total assets (add all amounts in lines 1a through 1€) .........cccoeei i, 1f 1,016,851 10,894,812
Liabilities

Benefit ClaImS PAYBDIE..............o.oveeeeeoeereeeeeeeeeeeeeee et seee et s nineere s 1g 999,512 1,078,619

Operating PAYADIES ............o.ooieeeeeeeeeeeeeeeeeee e eeeeee e s e oo th

ACQUISItion INAEDLEANESS ............eveeieeeeeeeecece ettt et ee e 1i

Other liabilities 1j 17,339 9,816,193

Total liabilities (add all amounts in lines 1g through1j) ......ccccoeeeeeiieeeencee 1k 1,016,851 10,894,812
Net Assets

Net assets (subtract line 1k from line 1) ..o | 1l | O| 0

(Part ] [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 [Es do not

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income

Contributions:

{a) Amount

(b) Total

(1) Received or receivable in cash from: (A) Employers............cccoceriiiiiienncs

2a(1)}(A)

76,438,502

(B) Participants..........cccoooiiiiiiiii s

2a(1)(B)

31,182,871

(C) Others (including rollovers)

.| 2a(1)(C)

(2) Noncash contribUtIONS ..........coeviimiiiciicrte e

2a(2)

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)...............

2a(3)

107,621,373

Earnings on investments:
(1) Interest:

{A) Interest-bearing cash (including money market accounts and
certificates of deposit)

2b(1)(A)

(B) U.S. Government securities

2b(1)(B)

2b(1)(C)

(C) Corporate debt instruments
(D) Loans (other than to participants)............cooeiecciiniinii s

2b(1)(D)

(E) Participant loans ........cccccoevieiien i

2b(1XE)

(F) Other ..o e e s

2b(1}F)

(G) Total interest. Add lines 2b(1)(A) through (F)..........coccvriiiiiinnnnn.

2b(1}(G)

(2) Dividends: (A) Preferred stock

2b{2)(A)

(B) Common STOCK......c.ooii i e e e

2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds}...........

2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

2b(2)(D)

(3) RENES ...t e e s e e

2b(3)

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds....................

2b(4)(A)

(B) Aggregate carrying amount (see instructions) ..............cccecenvcenniinnne

2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ....

2b(4)(C)

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate......................

2h(5)(A)

(B) Other ... s

2b(5)(B)

(C) Total unrealized appreciation of assets.
Add lines 2b(5)}{A) and (B)...........ccceeviierreeeierererree e

2b(5)C)
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts.......................... 2h(6)

(7) Netinvestment gain (loss) from pooled separate accounts ...................... 2h(7)

{8) Net investment gain (loss) from master trust investment accounts.. 2h(8)

(9) Netinvestment gain (loss) from 103-12 investment entities ............ . 2b(9)

(10) Net inve_stment gain {loss) from registered investment 2b(10)
companies (e.g., Mutual funds)........ccccorvemnienimnerniicnre e
€ OtheI INCOME..... . ittt ee e e e et e e et e e st e ettesseasnreeeens 2c
d Total income. Add all income amounts in column (b) and enter total...................... 2d 107,621,373
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers . 2e(1) 24,354,699

(2) To insurance carriers for the provision of benefits....................... .. 2e(2) 81,558,643

L) S 2= OO 2e(3) 3,689

(4) Total benefit payments. Add lines 2e(1) through (3)........c...eveemevrerveereenenns 2e(d4) 105,917,031
f Corrective distributions (See INSTUCHIONS) ...........ev.evverevrimiieireeesesreseeseesseend 2f
g Certain deemed distributions of participant loans (see instructions)................ 2g
Y INEEIESE @XPEIMSE. ...ttt ee et ee s et e eenereneseneens 2h
i Administrative expenses: (1) Professional fees...............ccoveereeereeceeneennn. 2i(1) 1,704,342

(2) Contract adminiSIrator EES................oceeveueveeeesieereseeeeesiessssesessens s eseeens ] 2i(2)

(3) Investment advisory and management fEes...........cococ.vrreririsvereecesnronns 2i(3)

{8) ONET ...t et e se et st e 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)................. .| 2i(3) 1,704,342
i Total expenses. Add all expense amounts in column (b) and enter total ........, 2j 107,621,373

Net Income and Reconciliation

k Netincome (loss). Subtract line 2j from line 2d ] 2K 0
| Transfers of assets: —

(1) To this plan...... o2

{2) From this plan.. 21(2)

‘ Part lll lAccountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ Unmodified  (2)[ ] Qualified (3)[ ] Disclaimer @[] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? [] Yes K No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: MOSS ADAMS (2)EIN: 91-0189318

d The opinion of an independent qualified public accountant is not attached because:
(1) D This form is filed for a CCT, PSA, or MTIA.  (2) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 41.

During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.).........c......... 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
(o3 T= T =T 1 T USSR RO ORI 4b
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Yes | No Amount
€ Were any leases to which the plan was a party in defauit or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........ccccevvevrvvecverervenne. 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part lll if “Yes” is
CHEOKEA.) ...ttt e st as e st st ee et essras s s s et s e s s st enae s s e s s st esseee e s ememeneeeneen s eneeeanrren 4d X
€  Was this plan covered by a fidelity DONG? ..............ccooooeieieiieeeeee et et een 4e| X 4,000,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF dIShONESTY? ... ettt s bbb e aeeaeeeba s 4 X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?..........ccccoccvvveeecceeccerccineiee s 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?.................. 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes" is checked, and
see instructions for format requiremMents.) ...........ococo i, 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format requIremMents.) ... 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .........coccioiiiirie et 4k X
| Has the plan failed to provide any benefit when due under the plan?.............ccccocvcevrveereie e, 41 X
m I this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.107-3.) it e e a et e A e see e e ehee e e e be e eheenhaa s aenaeetanteas am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3.........ccceoviieeeereccrieie e, 4n
Ha Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
§b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s) 5b(3) PN(s)

5¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D No |:| Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

(See instructions.)
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@ MOSSADAMS

Report of Independent Auditors

To the Trustees and Hanford Employee Welfare Committee for the
Hanford Employee Welfare Benefit Plan

Report on the Financial Statements

We have audited the accompanying financial statements of the Hanford Employee Welfare Benefit
Plan (the Plan), which comprise the statements of net assets available for benefits as of
December 31, 2019 and 2018, and the related statement of changes in net assets available for
benefits for the year ended December 31, 2019, and the related notes to the financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in
accordance with accounting principles generally accepted in the United States of America; this
includes the design, implementation, and maintenance of internal control relevant to the preparation
and fair presentation of financial statements that are free from material misstatement, whether due to
fraud or error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits. We
conducted our audits in accordance with auditing standards generally accepted in the United States
of America. Those standards require that we plan and perform the audit to obtain reasonable
assurance about whether the financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures
in the financial statements. The procedures selected depend on the auditor's judgment, including the
assessment of the risks of material misstatement of the financial statements, whether due to fraud or
error. In making those risk assessments, the auditor considers internal control relevant to the Plan’s
preparation and fair presentation of the financial statements in order to design audit procedures that
are appropriate in the circumstances, but not for the purpose of expressing an opinion on the
effectiveness of the Plan’s internal control. Accordingly, we express no such opinion. An audit also
includes evaluating the appropriateness of accounting policies used and the reasonableness of
significant accounting estimates made by management, as well as evaluating the overall presentation
of the financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis
for our audit opinion.



Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, the
financial status of the Plan as of December 31, 2019 and 2018, and the changes in its financial status
for the year ended December 31, 2019, in accordance with accounting principles generally accepted
in the United States of America.

moﬁs aaévwb L

Seattle, Washington
September 9, 2020



Hanford Employee Welfare Benefit Plan
Statements of Net Assets Available for Benefits

December 31,
2019 2018
ASSETS
Cash $ 9,222 -
Contribution receivable
Sponsors 6,572,157 826,062
Rebate receivable 149,022 159,066
Prepaid insurance 32,314 31,723
Premium rate stabilization reserve 4,132,097 -
Total assets 10,894,812 1,016,851
LIABILITIES
Drafts payable 31,345 50,385
Accounts payable 248,640 192,492
Other liabilities 10,614,827 773,974
Total liabilities 10,894,812 1,016,851

NET ASSETS AVAILABLE FOR BENEFITS

See accompanying notes.




Hanford Employee Welfare Benefit Plan
Statement of Changes in Net Assets Available for Benefits

ADDITIONS TO NET ASSETS ATTRIBUTED TO
Contributions
Sponsors
Participants

Total additions

DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO
Benefit expense
Health care claims
Health care premiums
Life insurance premiums
‘Disability insurance claims
Disability insurance premiums
Administrative expenses

Total deductions
CHANGE IN NET ASSETS

NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year

End of year

Year Ended
December 31,
2019

$ 76,438,502
31,182,871

107,621,373

20,916,473
75,929,549
2,719,621
3,096,893
3,254,495
1,704,342

107,621,373

See accompanying notes.




Hanford Employee Welfare Benefit Plan
Notes to Financial Statements

Note 1 — Description of Plan

Formation of the Plan — The Hanford Employee Welfare Benefit Plan (the Plan), filed as Hanford
Employee Welfare Trust, provides benefits to the eligible employees of Hanford Site Contractors. The
Plan was established January 1, 2000, and is administered by the Board of Trustees (Trustees). Prior to
January 1, 2000, the benefits offered through this Plan were administered by Fluor Hanford. All
sponsoring employers are prime contractors or subcontractors for the Department of Energy (DOE) at the
Hanford Site in Richland, Washington.

General — The following description is provided for general information purposes only. Participants should
refer to the Plan documents for complete information regarding all of the Plan’s definitions, benefits,
eligibility, and other matters. The Plan is a health and welfare plan and is subject to the provisions of the
Employee Retirement Income Security Act of 1974 (ERISA).

Benefits — The Plan currently provides comprehensive health benefits, life insurance coverage, long-term
and short-term disability benefits, dependent care flexible spending accounts, and medical flexible
spending accounts for employees.

Health, disability, and life insurance benefits are provided as either fully insured or claims based. Fully
insured programs are administered by Kaiser Permanente Options Health Care, CIGNA, and Willamette
Dental, Inc. Claims based benefits are administered by UnitedHealthcare, CIGNA, Express Scripts, Inc.,,
and Delta Dental of Washington. Annual open enroliments offer participants the opportunity to change
their coverage elections.

The Plan provides COBRA and/or Displaced Worker Medical Benefits (DWMB), which are administered
by WageWorks (formerly, Conexis), to participants.

Eligibility — Both full and part time (in excess of 20 hours a week) regular employees are eligible for
benefits. Employees terminated due to a reduction in force are also eligible for some Plan benefits for a
limited period of time under the DWMB provisions.

Plan sponsors — During the year ended December 31, 2019, Energy Northwest was removed as a Plan
sponsor. As of December 31, 2019, the Plan Sponsors include CH2M HILL Plateau Remediation
Company; Johnson Controls, Inc.; Wastren Advantage, Inc.; Washington River Protection Solutions, LLC;
and Mission Support Alliance, LLC, and its subcontractors (Akima Hanford Services, LLC; Dade Moeller &
Assaciates; and Westech International MSA, LLC).

A sponsor may withdraw from participation in the Plan by giving 30 days written notice of intent to the
Trustees.

Benefit payments and insurance premiums — Certain health and life benefit options provided to
participants are self-funded by the Plan and are the responsibility of the Plan Sponsors. As such, the Plan
makes payment on these claims and these claims are reflected as health care claims benefit expense on
the statement of changes in net assets available for benefits.




Hanford Employee Welfare Benefit Plan
Notes to Financial Statements

Note 1 — Description of Plan (continued)

Alternatively, certain health options provided to participants are administered by outside insurance
companies. The premiums paid for these options are paid by the Plan and are reflected as premium
payments on the statement of changes in net assets available for benefits. Payment of the premiums
transfers the risk of benefit payment to the insurance company.

Contributions — Employees contribute amounts as determined by the Plan. The Plan Sponsors
contributions are calculated by applying an annual rate to their base payroll. The rate is determined
annually as necessary to adequately fund the Plan.

Other — The Trustees have the right under the Plan to modify the benefits provided to active employees,
and participants receiving COBRA and/or DWMB. The Trustees have the right to amend and/or modify
the Plan subject to ERISA provisions.

Note 2 - Summary of Significant Accounting Policies

Basis of accounting — The financial statements of the Plan are prepared on the accrual basis of
accounting.

Use of estimates — The preparation of the Plan’s financial statements in accordance with accounting
principles generally accepted in the United States of America requires management to make assumptions
that affect the reported amounts of assets, liabilities, benefit obligations, and changes therein and
disclosure of contingent assets and liabilities. Actual results could differ from those estimates. Significant
estimates include management’s determination of the allocation of employer contributions, contributions
and rebates receivable and administrative expenses between the Plan and the Hanford Retiree Welfare
Benefit Plan (Retiree Plan). Aliocations are based on overall costs incurred or specific costs such as
claims or pharmacy benefits paid.

Risks and uncertainties — Plan Sponsors may from time to time engage in labor negotiations, the results
of which may have a financial impact on the Plan. The actuarial present value of postemployment benefit
obligations is based on certain assumptions pertaining to interest rates, medical cost trend rates, which
are subject to change. Due to the changing nature of these assumptions and the uncertainties inherent in
the assumption process, it is at least reasonably possible changes in these assumptions in the near term
could have a material effect on the financial statements.

Cash - Pursuant to the contractor's agreement with the DOE, the Plan does not maintain investments in
interest-bearing accounts. Therefore, Plan assets are maintained in a noninterest-bearing cash account.
Sufficient cash proceeds are maintained within the accounts to fund the daily cash requirements of both
the Plan and the Retiree Plan. The Plan maintains its cash in bank accounts in amounts that, at times,
may exceed federally insured limits. The Plan has not experienced any losses in such accounts.




Hanford Employee Welfare Benefit Plan
Notes to Financial Statements

Note 2 — Summary of Significant Accounting Policies (continued)

The Plan funds certain claim payments via wire transfer to accounts used by benefit providers for such
payments on a check-cleared basis. At December 31, 2019 and 2018, the Plan had not completed such
wire transfers to cover outstanding payments, resulting in drafts payable in these accounts. These
amounts have been reflected as drafts payable on the statements of net assets available for benefits.

Contributions receivable — Contributions receivable represents the amount owed by Plan Sponsors to
fund health care costs incurred through the end of the calendar year.

Other liabilities — Other liabilities represents amounts owed to Plan participants for health care and
dependent care flexible account claims at the end of the calendar year. Also included are amounts
contributed by Plan Sponsors in excess of benefit costs incurred for the year and credits due to Plan
Sponsors for rate stabilization reserves used, as applicable. These amounts are credited to Plan
Sponsors and/or used to offset future Plan Sponsor contribution requirements. Participant prepaid
medical premiums used to offset future participant premium contribution requirements are also included in
other liabilities.

Benefit obligation — Benefits obligations have been recognized for medical claims and disability benefits.
The obligation for medical claims is calculated by the insurer based on the estimated value of claims
incurred but not reported. A postemployment benefit obligation has been recognized for health and
welfare benefits for individuals currently on long-term disability. These benefit obligations represent the
actuarial present value of the cost of those estimated future benefits that are attributed by the terms of the
Plan to employee service rendered to the date of the financial statements, reduced by the actuarial
present value of contributions expected to be received in the future from participants. The obligations
represent the amounts that are expected to be funded by contributions from the Company and from
existing assets of the Plan.

Premium rate stabilization reserve — The Plan has a rate stabilization reserve with an insurance
company, which can be used to offset renewal rates in the subsequent year. The rate stabilization
reserve credit as of December 31, 2019 and 2018, which the Plan Sponsors have elected to use in the
subsequent year was $4,132,097 and $0, respectively. The reserve is nonrefundable should the
insurance contract terminate.

Administrative expenses — Some administrative and professional fees relating to the direct
management of the Plan’s assets and benefit payments are funded by the Plan on behalf of the
sponsoring companies.

Plan termination — The Plan committee or management of the Plan Sponsors has not expressed any
intent to discontinue its contributions. In the event such discontinuance results in the termination of the
Plan, the net assets of the Plan would be available for the exclusive use of the participants, but the
manner and timing of allocation is left to the discretion of the Trustees.

Claims incurred but not reported — Obligations for medical claims incurred but not reported as of
December 31, 2019 and 2018, are estimated by the insurers (see Note 5).




Hanford Employee Welfare Benefit Plan
Notes to Financial Statements

Note 2 — Summary of Significant Accounting Policies (continued)

Subsequent events — Subsequent events are events or transactions that occur after the statement of net
assets available for benefits date but before financial statements are available to be issued. The Plan
recognizes in the financial statements the effects of all subsequent events that provide additional
evidence about conditions that existed at the date of the statement of net assets available for benefits,
including the estimates inherent in the process of preparing the financial statements. The Plan's financial
statements do not recognize subsequent events that provide evidence about conditions that did not exist
at the date of the statement of net assets available for benefits but arose after the statement of net assets
available for benefits date and before financial statements are available to be issued.

The Plan has evaluated subsequent events through September 9, 2020, which is the date the financial
statements were available to be issued.

Note 3 — Tax Status

The Plan established under the Trust holds the Plan’s assets and pays benefits in accordance with the
Hanford Employee Welfare Trust Agreement. Although the Plan is a taxable entity under the Internal
Revenue Code, the Pan administrator understands that the Plan had no taxable income during the years
ended December 31, 2019 and 2018. Accordingly, no provision or liability for income taxes has been
included in the financial statements.

Accounting principles generally accepted in the United States of America require plan management to
evaluate tax positions taken by the Plan and recognize a tax liability (or asset) if it has taken an uncertain
position that more likely than not would not be sustained upon examination by the Internal Revenue
Service. The Plan is subject to routine audits by taxing jurisdictions; however, there are currently no
audits for any tax periods in progress.

Note 4 — Related Party and Funding of Benefit Obligations

The DOE requires that funding for postemployment benefits be provided on a pay-as-you-go basis, and
the contractor sponsors of the Plan have adopted this policy. Therefore, the Plan Sponsors fund the Plan
on a pay-as-you go basis and are subsequently reimbursed for the costs through their separate contracts
with the DOE. Additionally, Mission Support Alliance, LLC, provides funding to the Plan through a letter of
credit arrangement with the DOE on behalf of all other Plan Sponsors to meet cash requirements. The
Plan refunds Mission Support Alliance, LLC, for its contributions on behalf of other plan sponsors. As a
participating employer, Mission Support Alliance, LLC is also responsible for funding Plan contributions
for its own employees. As of December 31, 2019, there was a net amount due from Mission Support
Alliance, LLC in the amount of $6,572,156. As of December 31, 2018, there was a net amount due from
Mission Support Alliance, LLC in the amount of $163,234.




Hanford Employee Welfare Benefit Plan
Notes to Financial Statements

Note 5 — Plan Benefit Obligations

The following table details the statements of Plan benefit obligations at December 31:

2019 2018
Amounts currently payable
Claims payable, claims incurred but not
reported, and premiums due to insurers $ 3,643,582 $ 3,779,348
Postemployment benefit obligations
Long-term disability benefits payable
" for inactive participants 25,545,000 20,751,000
Total benefit obligations $ 29,188,582 $ 24,530,348

The following table details the statement of changes in Plan benefit obligations for the year ended
December 31:

2019
Amounts currently payable
Balance at beginning of the year $ 3,779,348
Change in claims reported and approved for payment (135,766)
Balance at end of year 3,643,582
Postemployment benefit obligations, net of amounts
currently payable
Balance at beginning of the year 20,751,000
Change in benefits accumulated 897,000
Impact of Change in Discount Rate 955,000
Term Cost 5,734,000
Interest Cost 481,000
(Gain)/Loss 1,227,000
Projected Benefit Payments (4,500,000)
Balance at end of year 25,545,000
Total benefit obligations at end of year $ 29,188,582

The following were significant assumptions used to determine the postemployment benefit obligation as
of December 31, 2019 and 2018:

¢ Discount rate: 2.60% at December 31 2019, and 3.76% at December 31, 2018.




Hanford Employee Welfare Benefit Plan
Notes to Financial Statements

Note 5 — Plan Benefit Obligations (continued)

Assumed health care cost trend rates ranged from 6.48% in 2019 decreasing to 5.00% in 2028 at
December 31, 2018. Assumed health care cost trend rates at December 31, 2019, are:

Year Ending Trend
December 31, Rate
2020 6.16%
2021 5.85%
2022 5.54%
2023 5.22%
2024 5.18%
2025 5.13%
2026 5.09%
2027 5.04%
2028 5.00%
2029 4.95%
2030 4.91%
2031 4.86%
2032 4.82%
2033 4.77%
2034 4.73%
2035 4.68%
2036 4.64%
2037 4.59%
2038 4.54%
2039 4.50%

Note 6 — Form 5500

The 2019 Form 5500 for the Hanford Employee Welfare Benefit Plan (filed as Hanford Employee Welfare
Trust), which is filed with the Department of Labor, has several assets, liabilities, income, and expenses
that differ from the amounts shown on the accompanying statement of changes in net assets available for
benefits. These differences relate to classification only and have no effect upon net assets available for
benefits.
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